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Y 000| Initial Comments Y 000 ab\(’

cef™ ¢
This Statement of Deficiencies was generated as ¢ "PO Dc(
a result of a complaint investigation conducted @ lép
at your facility on 01/27/09. ’

/
The facility was licensed as a six (6) beds g W

Residential Facility for Groups which provides
care to elderly and disabled persons, Category Il y
residents.

The census was four (4) residents.
Three (3) of four (4) resident files were reviewed.
One (1) discharged resident file was reviewed.

One (1) of two (2) employee files were
reviewed.

There was one (1) complaint investigated.

Complaint # NV20324 was substantiated. (See
ACTS)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may he
available to any party under applicable federal,
state, or local laws.

The following deficiencies were identified:

Y 682 449.271(3) Prohibited Condition / Serious Y 682
S5=D| medical condit

NAC 449.271
Except as otherwise provided in NAC 449,2736,
a person must ngt-be, admitted A a residential
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Y 682} Continued From page 1 Y 682 1A G y LRI
facility or permitted to remain as a resident of a . ) .
residential facility if he: @piQ\', \ Talv} % Lh%\(\*ll'\‘\’
3. Suffers from any other serious medical ' . .
condition that is not described in NAC 449.2712 N Moy \O\Lﬂ\zﬁ&ld \
to 449.2734, inclusive. W \"Eb-dw\'\‘ Wod C‘J\_ S
\%}\g\ (W 2 &
This Regulation is not met as evidenced by: @B?ﬁ"‘ BDM‘“‘S”\?O*Q\T |
Based on record review and staff interview on Ll Mg At resdul (%
1/27/09 the facility failed to ensure 1 of 4 LS4 .
residents be admitted or permitted to remain had wﬂ\ CNCR U M G \\hq_
a condition or equipment requiring the U
management of a trained medical professional (_,i‘ \‘\\{.
(#4).
Findings include: Q)B/' IQO\
Review of Resident #4's, admit date 12/11/08,
file revealed a chest X-Ray result on 12/10/08
with a peripherally inserted central catheter
(PICC} line inserted on the left side near the
superior vena cava and right atrium.
Interview with Employee #2 on 1/27/09 at 3:10
PM indicated Resident #4 was admitted to the
facility with a PICC line and a catheter.
Severity: 2  Scope: 1
Y 830| WAIVERS Y 830
58=D
1. The administrator of a residential facility may
submit to the Division a written request for
permission to admit or retain a resident who is
prohibited from being admitted to a residential
facility or remaining as a resident of the facility
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pursuant to NAC 449.271 to 449.2734 |
inclusive.

This Regulation is not met as evidenced by:
Based on record review, the Administrator failed
to apply for a hospice waiver for 1 of 4 residents
receiving hospice care (#4).

Findings include:

A review of Resident #4's, date of admission
12/11/08, file revealed the facility lacked
documented evidence of a hospice waiver.
Resident #4's file contained evidence of a
hospice admission on 12/22/08.

Employee #2 on 1/27/09 at 3:10 PM stated "we
were going to apply for a hospice waiver, but he
(Resident #4) died on New Years day"

Severity: 2 Scope: 1

f"\
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